PADGETT, COLE

DOB: 10/18/2011

DOV: 04/08/2024

HISTORY OF PRESENT ILLNESS: The patient is a 12-year-old male comes in with his father for complaints of fever; unknown T-max, sore throat, chills and headaches that all started this morning and no treatment at home for the symptoms at this time. The patient does state that he feels like he is getting worse.

PAST MEDICAL HISTORY: Noncontributory.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.

SOCIAL HISTORY: No reports of secondhand smoke or vaping.

PHYSICAL EXAMINATION:

GENERAL: This is a well-appearing child dressed appropriately, groomed appropriately physical appearance with no acute distress noted. He is alert and oriented.

EENT: Exam showed TM mild erythema bilaterally. Clear thin rhinorrhea noted. Pharyngeal erythema with tonsillar exudate and swelling noted. Eyes: PERRLA.

NECK: Supple. Full range of motion.

RESPIRATORY: Showed no respiratory distress. No rales, rhonchi or wheezing noted.

CARDIOVASCULAR: Regular rate and rhythm. No murmurs noted.

ABDOMEN: Nontender.

SKIN: Color is normal. No rashes or lesions noted.

NEUROLOGIC: Oriented x 4. Cranial nerves II through XII grossly intact.

LABS IN-OFFICE: Flu and strep both were positive.

DIAGNOSES:

1. Positive strep.

2. Positive flu.

PLAN: Education given on self-care treatments at home, can use Tylenol for any fevers, body aches or chills, saltwater gargles for sore throat. Note given for school excuse as well as treatment with amoxicillin and child does not take pills, so we will give him liquid 400 mg/10 mL _______ mL, he is to take 12.5 mL p.o. b.i.d. for the next 10 days. The patient’s weight is 40 kg.
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